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BROMO-SELTZER AND ORANGEINE.
Acetanilid is concealed in many proprietary and patent
preparations that are freely sold to the public Avithout
a physician's prescription. One of the commonest offend-
ers, especially among educated people, is bromo-seltzer,
as the name is misleading, and it is not generally known
that the preparation contains such a relatively large
proportion of acetanilid.
Another well-knoAvn and pernicious preparation thathas several deaths to answer for is orangeine. It is in the
form of headache powder and is extensively advertised
in the daily papers and in a familiar street-car adver-
tisement showing two faces, intended to represent "be-
fore" and "after taking" ; one a cerulean blue, the other
with the rosy blush of health. If the manufacturers
would reverse these two faces and add a skull and cross-
bones to the advertisement they would give the public a
more correct idea of the true nature of their deadly
preparation.
INGUINAL HERNIA OF THE BLADDER.
CHARLES EMERSON INGBERT, Ph.D., M.D.
Assistant Physician, Independence State Hospital for Insane.
INDEPENDENCE, IOWA.
Inguinal vesical hernia, or inguinal hernia of the
bladder, is necessarily rare, owing to the fact that thefundus of the bladder, under normal conditions, rises
above the brim of the pelvis only when the cavity of thebladder is distended with urine. By adhering to other
organs the bladder may, however, be dragged out of its
normal position, and give rise, in part or entirely, to a
ventral hernia, a femoral hernia, an inguinal hernia, aperitoneal hernia or a scrotal hernia.
Henry O. Marcy, in his excellent work on "Hernia"1
refers to cases of inguinal hernia of the bladder reportedby Percival Pott, Cooper, Scarpa, Lawrence, Clement,Horace E. Marine and Arthur F. Norton. In some of
these cases the hernia had reached the lower part of the
scrotum and had to be squeezed in order to empty it ofthe urine it contained. Some of the complications ob-
served were decomposition of the urine in the hernial
part of the bladder, the formation of calculi in the same
cavity, and the rupture of the hernial sac from excessive
pressure. In some cases the testicle on the side of the
hernia was compressed and atrophied. In the case re-
ported by Norton the opening in the abdominal wall was
so large as to allow the cecum, the vermiform appendix,
a part of the ascending colon, a part of the small in-
testines, and the bladder to pass into the greatly dis-
tended scrotum. In the case reported by Clement the
entire bladder had passed through the inguinal canalinto the scrotum and had the appearance of a largehydrocele. In Plummer's2 paper a case is reported, and
reference made to contributions by Curtis, Shepherd
and Sonnenberg.
History.—The patient, J. W., aged 60, a farmer, has suffered
from an inguinal hernia on the right side for several years.
The cause of this hernia could not be ascertained. For a long
time he AA'as able to reduce it with no difficulty, but found
that the reduction gradually became more and more difficult.
His health is otherwise good. He was admitted to the Inde-
pendence State Hospital for the Insane Oct. 5, 1905, showing
at that time symptoms of senile dementia.
Examination.—The physical examination Avas negative, ex-
cept that the right knee Avas enlarged from an attack of
rheumatism, the left arm had been broken several years pre-
1. New York, 1872.
2. The Journal A. M. A., July 22, 1905.
viously about six inches above the wrist, the radial arteries
showed arteriosclerosis, the co-ordination in the hands was
poor, the pupils were sluggish, the knee reflex was exagger-ated, and blind, bleeding piles had been present for several
years. The muscular development and muscle tonus werefound very good. Nov. 16, 1905, he complained of pain overthe hernia. I then tried to reduce it, but found this im-possible. The tumor mass which was felt oyer the inguinalcanal was very hard in consistence, smooth, and but slightlymovable. It was in size about three inches long, two inchesAvide and one inch in ventro-dorsal diameter. Pressure on itdid not perceptibly diminish its size, nor did coughing cause
any impulse in it. It was rather painful when pressed or
moved. The patient's bowels moved as usual, but he had occa-
sionally some difficulty in passing his urine. It was deemedbest to operate, and Drs. A. G. Shellito and Fred Agnew of In-dependence, Iowa, were called in for this purpose.Operation.—An incision three inches long was made over thetumor mass and the inguinal canal was laid open. In theinguinal canal was found a hard, irregular mass of tissue in
size a little larger than an egg, and covered by the hernial
sac. This sac Avas cut and with some difficulty peeled off. It
was seen that the inguinal canal was considerably dilated andthat the internal inguinal ring constricted the extruded mass.This mass was found to be well supplied Avith muscle fibers
and not so smooth as the surface of the intestines usuallyfound in hernias of this place. After enlarging the internalinguinal ring sufficiently to admit one finger, it Avas found thatthe extruded mass was continuous with the bladder. Thehernial part of the bladder, which was very dark and much
congested with blood, was pushed back into the abdominal
cavity and the opening closed according to the Bassini method
—the fascia of the conjoined tendon was sutured to the lowerborder of Poupart's ligament under the cord and the externaloblique muscle was sutured to the upper border of the liga-ment over the cord. The bladder was not injured, as wasshoAvn by the fact that there was no leakage of urine in thewound. After suturing the skin, the wound was dressed with
aseptic gauze, fixed in place by collodion. It was much fearedthat the dark, constricted area, which Avas easily outlined onaccount of its color, might become gangrenous and thus cause
a perforation of the bladder, but fortunately this did not occur.Postoperative History.—The patient came out of the anes-thesia in a very good condition and very soon fell into a deepsleep, which lasted until the next morning. During the fol-lowing days his temperature rose gradually until it reached102 F., on November 18 and 19, then decreased slowly, therebeing an evening rise of about 1 degree, until it reached normal
on December 1. The variations in the pulse and in the respira-tion corresponded quite closely to those in temperature; thepulse reaching its greatest rapidity November 18, when it was110 a minute.
Urine: The examination of the urine on November 18
showed the following: Cloudy; color, yellow; reaction, acid;specific gravity, 1023; a trace of albumin, no sugar, some puscells, epithelial cells, and uric acid crystals; a few granularand hyalin casts. During the first two weeks it remained
cloudy, and contained both pus and epithelial cells, granularand hyalin casts, though in smaller number. The trace of
albumin disappeared in a feAV days.
Subsequent History.—November 18 the patient vomited twiceand complained of pain in his left side. On examination his
abdomen was found quite markedly tympanitic, and in the
afternoon of the same day he passed a large amount of gas andhad a small, liquid bowel movement. Though he had beengiven cascara freely, he Avas noAV given an enema, which wasfollowed by a liquid bowel movement. On dressing the wound,November 19, some pus Avas seen in it, and a feAV of the
stitches Avere, therefore, removed. He was then for severaldays given small doses of magnesium sulphate at frequent in-tervals, and the head of the bed was raised about two feet.The boAvel movements became more eopious and frequent, andthe pain in the side disappeared. A moderately thick, light-yellow secretion came from the Avound for about two weeks
and gradually disappeared. November 28 he Avas given a fulldiet, and recovery from then on Avas rapid. All signs of her-
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nia were absent and, as his mental condition had also improved
slightly, he was, after a few weeks, taken home on parole.
The scar seemed strong, and the probability is that he Avili not
again suffer from a hernia in the same place.
DIAGNOSIS.
Some of the symptoms which have been obsen'ed in
cases of inguinal hernia of the bladder are :
1. A difficulty in passing the urine.
2. A change in the size of the hernia, depending on
the amount of urine in the bladder.
3. A desire to urinate following pressure on the her-
nia.
4. A catheter may at times be passed through the
urethra and into the hernia.
5. Injection of air or water into the empty bladder
may cause an enlargement of the hernia.
6. On reduction of such a hernia the accompan}dng
omentum or intestine may quite easily be
pushed back into the abdomen, but there fre-
quently remains a small, doughy mass Avhich
represents the extruded part of the bladder.
7. .In the case here reported the tumor mass Avas much
harder than most ordinary cases of inguinal
hernia.
8. In some cases there is fluctuation in the tumor mass.
During the operations for relief of this condition thefollowing facts have been observed by several writers :
1. The difficulty of identifying the structure of the
hernia, when seen for the first time. There is
consequently danger of cutting into the bladder,
mistaking it for other tissue.
2. An unusuai amount of fat in the inguinal canal.
3. The large size of the external inguinal opening.
4. The difficulty in separating the true hernial sac
from the tumor mass.
5. The recognition of the muscular tissue in the Avail
of the bladder.
6. The possibility of passing a urcthral catheter into
the hernia.
7. The frequent difficulty in finding the neck of the
true hernial sac.
8. The fact that hernia of the bladder is found nearer
the median line than the true hernial sac.
9. The fact that when normal, the wall of the bladder
is thick and firm.
10. When the extruded part of the bladder is ruptured
or incised, urine frequently ftoAvs out, and, in
such case, a small catheter can occasionally be
passed into the bladder through this artificial
opening.
11. The frequency with which intestinal and omental
hernias accompany the hernia of the bladder.
Eadical operation is the only rational treatment.
A CASE OF BLACK TONGUE.
HUGO A. KIEFER, M.D.,
LOS ANGELES.
Patient.\p=m-\J.G., aged 21, a Servian by birth, and a cook by
profession, was admitted to the hospital Feb. 6, 1906, suffer-
ing from a severe attack of quinsy, which had set in six days
previously.
Examination.\p=m-\Onthe day of admission, examination showed
the entire dorsum of the tongue to be covered by a thick,
tough, grayish-white membrane, which was closely adherent.
It was possible to remove only small particles, which left no
Read before the Eye, Ear, Nose and Throat Section of the Los
Angeles County Medical Association, April 9, 1906.
raw surface. The entire surface of the soft palate, the pillarsof the fauces, and the tonsils were covered with minute patchesof grayish-white membrane easily removable and leaving noerosions. A very large peritonsillar abscess on the left, to-gether with the swelling of the fauces on the right, shut offa view of the oropharynx.
Treatment.\p=m-\The abscess was incised and evacuated, yield-ing over one-half ounce of pus not differing in gross appear-ance from that usually found in such cases.Course of Disease.\p=m-\February 7, the entire dorsum of thetongue had turned jet black, as if it had been stained. There
was no more of the white membrane anywhere, and the blackcolor was confined to the tongue. Vigorous eurretting broughtaAvay very minute quantities of the black material. Thepatient had taken absolutely nothing that could produce sucha stain. His general condition was much better than on theday previous, and on reopening the peri-tonsillar abscess onlya very small quantity of pus was found. The black color re-mained on the tongue four days, disappearing gradually.The general condition of the patient was such as is usuallyfound in cases of quinsy, except that there was a marked
suppression of urine.
Date. Temperature. Pulse. Urine, oz.February 6. 102.8 89 1February 7. 08.6 72-70 2February 8. 07.6-00.2 00-64 3February 0. 97.2-97.8 64-74 2February 10. 97.2-98.2 04-08 8February 11. 97 60 not measured.February 12. 97 60 not measured.It will be noted that the excretion of urine did not increaseuntil the last day of the black growth on the tongue, whenit had nearly disappeared. The urine, unfortunately, Avaslost, except on the tenth, when he passed eight ounces, andthe results, Avhich were as follows, showed nothing unusual :Reaction alkaline; sp. gr. 1012; color, amber; no albumin
nor sugar. Was the suppression due to the black fungus?Remarks.—A specimen of the black scrapings from thetongue was submitted to Dr. Stanley P. Black, who succeededin making a culture on potato and reinoculating on breadcrumbs, but it is questionable Avhether this mold is the onecausing the black coloration of the tongue. The culture doesnot show any mold that approaches the black color found onthe tongue.
What was the organism causing it?Probably Mucornigra. one of the zygomycetes. I have fre-quently seen dark groAvths of the aspergillus that invades the
external auditory canal, but never anything so black as in the
case reported.




Patient.\p=m-\C. I., colored, aged 51, native of North Carolina.History.\p=m-\Family history was negative. Personal historyshowed usual diseases of childhood and gonorrhea 8 years ago.Formerly, patient was a heavy drinker and used tobacco in
moderation for a number of years.
In January, 1906, he was taken with pain in right leg ex-tending from knee to ankle, which was treated for some time
as rheumatism. Pain was worse at night and unrelieved byposture or pressure. There was a pulsating tumor in the rightpopliteal space, supposed to have been caused by pressure andirritation produced by wearing high rubber boots. Patient was
admitted to St. Vincent's Hospital, May 22, 1906.Exmination.\p=m-\Heart,lungs, etc., were normal; there was verylittle hardening of the arteries. The tumor was hard, slightlyelastic, and very painful. There was considerable edema ofthe leg.
Operation.\p=m-\May25, 1906. incision was made over tumor
about 7 inches long, clots were turned out and interior sac was
well cleansed. Groove between ends of artery, about oneinch in length, were sutured with Eembert-sutures to preservelumen of vessel; this layer was reinforced. Openings of other
vessels were closed with catgut, tourniquet was loosened, and
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